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INSPECTION SUMMARY

The Inspection occurred on the following date(s):

January 23-26, 2023
The following intake(s) were inspected:

e Intake: #00011803. related to continence care and skin and wound care.

The following Inspection Protocols were used during this inspection:

Skin and Wound Prevention and Management
Continence Care
Infection Prevention and Control
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INSPECTION RESULTS

WRITTEN NOTIFICATION: Weekly skin assessments not completed as
required.

NC #001 Written Notification pursuant to FLTCA, 2021, s. 154 (1) 1.
Non-compliance with: O.Reg. 246/22, s. 55 (2) (b) (iv)

The licensee has failed to ensure that resident #001 received weekly skin and wound assessments by a
member of the registered nursing staff when they experienced altered skin integrity.

Resident #001 had altered skin integrity. Registered staff did not complete weekly skin and wound
assessments for this wound.

The home’s Skin and Wound Management policy required registered nursing staff to assess resident’s
wounds at least weekly. RN #107 confirmed the weekly assessments were not completed for the
resident but should have been.

By not completing weekly assessments of resident #001's wound, the area could have worsened, putting
them at risk for other complications.

Sources: Skin and Wound Management policy (#RC-23-01-01, updated December 2022), interviews with
Registered Nurse #107 and other staff, resident #001’s electronic record including progress notes,

wound assessments, care plan, and treatment administration record. [s. 55. (2) (b) (iv)]
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